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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): December 17, 2012

During the course of the inspection, the inspector(s) spoke with Administrator,

Director of Care, Assistant Director of Care, 3 Personal Support Workers (PSW),
and 2 Residents.

During the course of the inspection, the inspector(s) toured a resident living
area, reviewed resident clinical records, reviewed home's policy on Abuse and

Neglect, reviewed staff schedules, and reviewed home's records pertaining to
this inspection.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON COMPLiANCE [ NON - RESPECT DES EXIGENCES

.,,;Legende
WN = Wntten Nottflcatlon U IWN - Aws ecrit
VPC — Voluntary Plan of Correctlon VPC — Plan de redressement volontaire
DR = Director Referral -~ |DR-=Aiguillage au directeur
CO = .Compliance Order =~ - CO — Ordre de conformité. e
WAO -Work and Activity Order -~ - |WAQ — Ordres travaux ot activités
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Non comphance W|th requnremente under Le non- respect des exigences de la L0| de

the_Long -Term Care Homes Act, 2007 - {2007 sur les foyers de soins de longue
(LTCHA) was found. (A requirement - ~ |durée (LFSLD) a été constaté. (Une
under the. LTCHA includes the - _ emgence de la loi comprend les exugences

requwements contained in the items Ilsted qui font partle des elements enumeres :
in the definition of ' ‘requirement under this -
Act" in subsectlon 2(1) of the _LTCHA”) '

Th_éfol_lbWing conet:itu'_tee"wfitten Gl Ce .qu1 swt constltue un avis ecrit de non- :
notification of non-compliance under respect aux termes du paragraphe 1 de
paragraph 1 of section 152 of the LTCHA. |I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
23. Licensee must investigate, respond and act

Specifically failed to comply with the following:

s. 23. (1) Every licensee of a long-term care home shall ensure that,
(a) every alleged, suspected or withessed incident of the following that the
licensee knows of, or that is reported to the licensee, is immediately
investigated:

(i) abuse of a resident by anyone,

(ii) neglect of a resident by the licensee or staff, or

(iii) anything else provided for in the regulations; 2007, c. 8, s. 23 (1).
(b) appropriate action is taken in response to every such incident; and 2007, c.
8,s.23 (1).
(c) any requirements that are provided for in the regulations for investigating
and responding as required under clauses (a) and (b) are complied with. 2007,
c. 8,s. 23 (1).
Findings/Faits saillants :

1. It was reported to the licensee that a resident was mistreated. There was no
immediate investigation of this incident. The investigation did not start until the issue
was reported four days later by an alternate source. Staff confirmed that there was no
immediate investigation done.[s.23.(1) (a)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that every alleged, suspected or witnessed
incident of abuse or neglect that the licensee knows of, or that is reported to the
licensee, is immediately investigated, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.§, s.
24. Reporting certain matters to Director

Specifically failed to comply with the following:

s. 24. (1) A person who has reasonable grounds to suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2007, c. 8, ss. 24 (1), 195 (2).

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk of harm to the resident. 2007, c. 8, ss. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, ss. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, ss. 24 (1), 195
(2).

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. There was an incident of abuse in the home that the licensee did not report to the
Director. Staff confirmed that this incident was not reported to the director.

There was an incident of abuse in the home that was not reported fo the director until
four days after the licensee was aware of the incident. Staff confirmed that this
incident was not immediately reported fo the Director.[s.24.(1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Acf, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that a person who has reasonable grounds to
suspect that abuse of a resident by anyone or neglect of a resident by the
licensee or staff that resulted in harm or risk of harm to the resident, shall
immediately report the suspicion and the information upon which it is based to
the Director, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every
licensee of a long-term care home shall ensure that the appropriate police force
is immediately notified of any alleged, suspected or witnessed incident of abuse
or neglect of a resident that the licensee suspects may constitute a criminal
offence. O. Reg. 79/10, s. 98.

Findings/Faits saillants :

1. There was an incident of abuse in the home and the licensee did not notify the
police. Staff confirmed that the police were not notified. [s. 98.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the appropriate police force is immediately
notified of any alleged, suspected or witnessed incident of abuse or neglect of
a resident that the licensee suspects may constitute a criminal offence, to be
implemented voluntarily.
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Issued on this 21st day of December, 2012

Signatur of Inspector(s)/Signature de I'inspecteur o esinspecteurs

R S [/é/%
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